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EDITORIAL 


If we were to single out one concern that 
deserves maximum stress during the Inter- 
national Year of the Child — 1979, it would 
be the matter of nutrition. As the year began, 
authorities such as the Food and Agriculture 
Organization (FAQ) and the World Food 
Council stated that the per-capita production 
of food in many parts of the world is dropping, 


@ and that the situation is likely to continue to 


be very serious, with local food shortages, 
for some years to come. It is estimated that 
the number of people suffering from chronic 
malnutrition has risen to 455 million. Children — 
the most at risk to fall victim to hunger and 
malnutrition — are the most vulnerable group 
among the chronically malnourished. 


A number of countries still have an average 
life expectancy for their people of less than 
50 years of age. What does this mean? 
Certainly, it does not mean that most people 
in those countries die between the ages of 
35 and 50. No, primarily this statistic reflects 
the high mortality rate of children, particularly 
of the under-fives. And malnutrition is the 

direct cause, or a major contributing factor, 
ei. the majority of these deaths. The nutrition 
‘of pregnant women and nursing mothers is 


another important element which effects the 
ability of children to survive childhood and 
resist the infections of these early years. 


A great deal can, and must, be done to break 
these patterns. The focus must be on helping 
mothers to better feed themselves and their 
children. We are pleased that we can present, 
in this issue of CONTACT, an article from the 
International Union of Nutritional Sciences on 
“Improving the Nutrition of Mothers and Young 
Children.”” This is reproduced with permission 
of the authors and the IYC Secretariat. Edited 
in its original form by Derrick and Patrice 
Jelliffe, it has been shortened and modified 
for publication here. For a more detailed study 
of the subject, enquiries may be directed to: 


IYC Secretariat 

866 United Nations Plaza 
New York, NY 10017 
USA 


IYC Secretariat (Europe) 
Palais des Nations 
CH-1211 Geneva 20 
Switzerland 
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IMPROVING THE NUTRITION OF 
MOTHERS AND YOUNG CHILDREN 


RECOMMENDATIONS FOR THE INTERNATIONAL YEAR 
OF THE CHILD FROM THE INTERNATIONAL UNION 
OF NUTRITIONAL SCIENCES (IUNS) 


edited by . 
D.B. and E.F.P. Jelliffe 


I. INFANT FEEDING 


A term that has been appearing with regularity 
in nutrition literature recently requires some 
explanation. This term is “the mother/child 
dyad”, that is, the mother and her offspring 
from conception, through foetal life, and up 
to 3 years of age. It is widely recognized that 
this period of time has special biological, 
social, psychological and economic significance. 
Many health problems are closely connected 
to the vulnerability of this ‘““mother/child dyad” 
to inadequate or inappropriate nutrition, infec- 
tions, too closely spaced pregnancies and 
other factors. 


The role of maternal health and nutrition has, 
for example, been re-emphasized recently by 
the recognition of the low birth weight problem, 
a condition which effects some 20 million 
newborn babies annually. Most of these are 
in developing countries. It is essentially the 
end result of interference with foetal growth 
following inadequate nutrition and infections 
in pregnant women. 


Recent literature has also stressed the 
importance of breast feeding. Research has 
confirmed the universa/ superiority of mothers’ 
milk from well-nourished women, both nutri- 
tionally and from an anti-infective point of 
view. New research has also pointed out the 
value of breast feeding for biological child 
spacing and the emotional bonding between 
mother and baby. Also important when the 
choice is made not to breast feed are the 
economic considerations and the questions that 
are raised with regard to food resources. The 
declining pattern of breast feeding is one of 
the world’s most serious nutritional problems. 
It has been estimated that, in developing 
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countries, some 10 million cases of marasmus- 
diarrhoea occur in infancy each year. These 
result in needless suffering and death, with the 
possibility of permanent damage in surviving 
children. What is more, this problem is 
increasing, being specially associated with the 
phenomenon of widespread urban migration. 


Other nutritional problems of this early period 
include child obesity due to dietetic errors in 
the early weaning period. This problem may 
be of the order of one million cases each 
year, primarily in industrialized countries. Cows’ 
milk allergy is another problem and some 
100,000 cases probably occur annually. The 
importance of the mother/child dyad also 
extends into the weaning period. During this 
phase, the young child is still highly dependent 
on the mother’s care and attention and, 
particularly, her preparation of appropriate 
weaning foods. Continuing breast feeding at 
this time provides a small, but still important, 
nutritious supplement to the rest of the 
weaning diet. The young child’s ability to 
survive the weaning period is closely related 
to both maternal and child nutrition and 
freedom from infection in the earlier months. 


Mother/child feeding can be considered in 
3 overlapping and interacting stages: 


1. Maternal-foetal Feeding 


Everywhere, there is the need to ensure 
that the pregnant woman, and hence her 
foetus, are nourished adequately with a 
diet based on locally available food mixtures. 
An adequate diet for the mother before and 
during pregnancy will prevent her nutritional 
depletion, prepare her as well as possible 
for lactation and, at the same time, nourish 
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The Universal Superiority of Mother’s Milk: Breast Milk 
Provides the Best Nourishment for the Baby, Protection 
from Infection, Biological Child-spacing and Emotional 
Bonding between Mother and Child. 
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the foetus. Of similar importance is the 
prevention of maternal, placental and foetal 
infection. In addition to the direct conse- 
quences of infections during this time, they 
interfere significantly with the nutrition of 
the foetus as well as contribute to nutritional 
depletion. 


. Breast Feeding 


Good maternal nutrition is important during 
the lactation period. However, the effects 
of a poor diet at this time are less serious 
in terms of altered composition of the milk 
than an inadequate diet during’ the 
pregnancy. With the significance of breast 
feeding increasingly scientifically empha- 
sized, it has become necessary to consider 
the most appropriate ways of ensuring that 
breast feeding is vigorously promoted in 
areas where there has been a _ decline. 
This effort will also be directed to protecting 
the practice in regions where the situation 
is still satisfactory. These programmes will 
necessarily be shaped according to the 
local situation and full consideration must 
be given to those factors which are operative 
in encouraging or discouraging mothers 
from breast feeding. Programmes of this 
nature will require attention to 4 major 
areas: 


a. /nformation and Education 


A programme of information and educa- 
tion in regard to breast feeding will be 
a responsibility shared by the govern- 
ment, the medical profession, non- 
governmental organizations, mothers’ 
groups and the community. It should 
comprise both a supply of positive and 
accurate information appropriate to these 
different groups. Attention will be paid 
to minimizing the effect of mis-informa- 
tion and “ill health education” which may 
be already at work in the particular 
community. All channels should be used 
for conveying such information including 
mass media, the health services, schools, 
community development activities, and 
sO on. 


b. Modification of Health Services 


It is important that the training curricula 
for health personnel of all categories be 
modified to ensure adequate attention to 
breast feeding. These modifications will 
include practical as well as_ scientific 
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Minimizing the Effect of “‘Ill-health Education”: a 
Nutrition and Child-Care Demonstration by a Health Worker 
in a West African Social Centre. 


information about human milk and lacta- 
tion, appropriately adapted to the particu- 
lar community among which these pro- 
fessionals will be working. 


It must be recognized that major blocks 
to the introduction of breast feeding are 
to be found in the procedures of maternity 
wards and post-partum units. These pro- 
cedures can be easily modified to facili- 
tiate the initiation of breast feeding 
without in any way interfering sub- 
stantially with ward routine. The necessity 
for witholding prelacteal feeding of the 
child, the early initiation of suckling 
and maintaining close mother/newborn 
contact through rooming-in cannot be 
overemphasized. 


In addition, appropriate prenatal infor- 


mation can ensure that mothers are@ 


prepared for breast feeding, when this 
is necessary in a particular community. 
This aspect of prenatal care is most 
appropriately based on the mother’s 
contact with health auxiliaries, volunteers 
and other mothers, that is, at the primary 
care level. The use of womens’ organiza- 
tions concerned with the importance of 
breast feeding needs to be incorporated 
actively into programmes promoting 
breast feeding, both in the community 
and through the health services. 


c. Modification of Infant-Food Industry 
Practices 


The infant-food industry will be expected 
to play a significant, but varying, role in 
the nutrition of the mother/child dyad 
around the world. There is a need to 


ensure that the products made available 
are those actually needed by the com- 
munity, with particular emphasis on the 
use of locally prepared and low-cost 
products for both mothers and children. 
All possible effort should be made to 
terminate those practices which promote 
breast milk displacers and discourage 
mothers from starting or continuing breast 
feeding for an adequate period. Appro- 
priate legislation and other methods to 
monitor and control the importation, 
advertising and marketing of breast milk 
substitutes will need to be considered. 
The health profession must be fully 
aware of the implications of inappropriate 
advertising and the promotion of breast 
milk substitutes, and realize that their 
influence on the situation is considerable. 


d. Facilities for Working Women 


It is necessary to ensure that facilities 
are available as ‘social support systems” 
for women, working outside their homes, 
who wish to breast feed. This will be 
necessary in all societies for breast feed- 
ing programmes to develop effectively. 
This kind of support will require appro- 
priate legislation, modified to suit local 
circumstances, flexible maternity/lacta- 
tion leave and benefits, and the institu- 
tion of “nursing breaks’’ and creches at, 
or near, places where women are em- 
ployed. In many areas, this will inevitably 
introduce the need for modifications in 
social and occupational patterns to sup- 
port those women wishing to breast 
feed their babies. 


3. Weaning Diet 


The weaning period has long been recog- 
nized as a time of particular danger for 
the young child. Early introduction of supple- 
ments, particularly in fluid form, always 
carried the risk of decline in suckling interest. 
If this results in a failure of lactation at an 
early stage, the combination of malnutri- 
tion and infections may ensue, particularly 
for those living under unfavourable condi- 
tions. It is therefore necessary to consider 
the time and method of weaning (that is, 
the introduction of other foods together 
with breast milk) which is appropriate for 
the particular culture. Rather than depend on 
the use of powdered milk formulae, major 
emphasis should be given to the prepara- 
tion of home-prepared weaning foods, based 


on the best use of locally available food 
mixtures (multimixes). The rational use of 
these weaning foods requires investigation 
into local circumstances, the use of culturally 
acceptable and available foods, the kitchen 
facilities of the particular society and other 
factors. The prestige and value of such 
scientifically based, home-made weaning 
foods deserve major endorsement. Where 
industrially processed infant foods are avail- 
able, it is important to advise on the most 
nutritious and least costly of such items for 
the mothers of that community. 


SUMMARY by 


The main emphasis of the International Year 
of the Child is “to generate far-reaching and 
sustained national activities on behalf of 
children.” The International Union of Nutritional 
Sciences (IUNS) advises that appropriate health 
and nutrition experts in each country review 
local/regional/national infant-feeding practices. 
Certainly, the promotion of breast feeding 
represents a unique investment in relation to 
the improvement of child nutrition, the preven- 
tion of infection, desirable child spacing, em)- 
tional health, economics and long-term human 
development. There is probably no other public 
health nutrition measure which could pay such 
rich dividends in the reduction of mortality, 
ill health and, indeed the quality of life, than 
to nourish and protect the mother/child dyad 
from malnutrition and_ infection through 
pregnancy, breast feeding and weaning. 


Il. APPROACHES TO INADEQUATE 
LACTATION 


The usual volume of breast milk produced 
daily during the first 6 months of lactation is 
most commonly stated to be 850 mi. This is 
a figure which has become widely quoted and 
repeated. However, recent studies have shown 
that the average daily volume may be some- 
what less than this, ranging down to 600 ml 
per day. The ultimate test of the adequacy of 
milk output in breast feeding is, however, best 
measured by the physical growth, good health 
and nutrition of the infant. Adequate growth 
can be roughly assessed by the demonstration 
of serial weight gain (which can be conve- 
niently plotted on a “Road-to-Health chart’), 
and by the absence of recognizable nutritional 
deficiency. Clinical impressions concerning 
good health, vigour and well-being are helpful 
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Weight Gains of two Children are plotted on this Road-to-Health Chart. Variables such as Illness and Cessation of Breast 
Feeding — which can effect Weight Gain — are also noted. 


but impossible to measure objectively. In all 
countries and under all circumstances, the 
most dependable standard of progress in breast- 
fed infants is a steady weight gain. 


There is sufficient evidence from a wide 
variety of countries that infants fed exclusively 
by breast milk show satisfactory gains in 
weight during the first 6 months of life. This is © 
true in spite of the variations which occur in 
the composition and volume of breast milk 
between mothers who are well-nourished and 
those whose nutrition is only marginal. The 
ultimate concern is the nutritional adequacy 
of such milk for young infants in relation to 
calories, proteins, vitamins and minerals. This 
concern will determine the physiological and 
practical efficacy of supplementing the maternal 
or infant diets when or if necessary. 


The nutritional adequacy of breast feeding can 
generally be assessed by charting a satisfactory 
growth curve and by observing good health 
in the child (the absence of clinical malnuttri- 
tion). Beginning at about 6 months, flattening 


WHO of the weight curve usually indicates that the 
The Most Dependable Standard of Progress in Breast-fed intake of calories and proteins is no longer 
Infants is a Steady Weight Gain. adequate; in other words, that the baby has 
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outgrown the breast as a sole source of food. 
Difficulties in interpreting growth curves exist 
in relation to children whose birth weight 
was abnormally low. In these cases, new 
reference standards need to be selected which 
are appropriate to that community and group, 
and infections in the child need to be taken 
into consideration. Here as well, however, 
the demonstration of a rising slope to the 
weight curve is reassuring. 


Evidence from a large number of countries, 
many with generally poor nutrition, indicate 
that breast feeding, with little or no supple- 
mentation, results in excellent growth for about 
the first 5 or 6 months of life. In certain 
particularly poor communities, the growth curve 
seems to flatten out beginning as early as 
3 months of life. The decisions for supplement- 
ary feeding will have to be made earlier in 
these cases. 


CONCLUSIONS 
Present-day knowledge (admittedly incomplete) 


appears to warrant the following generaliza- 
tions on which to base practical action: 


UNHCR 


@ Unsupplemented human milk is all that 
is required to sustain growth and good 
nutrition for the first 6 months of life in 
the babies of well-nourished mothers. They 
have laid down adequate nutritional reserves 
in pregnancy, they are well fed during 
lactation, and their children are born with 
optimal stores. 


@e The volume and composition of human 
milk in poorly nourished women is sur- 
prisingly good, possibly due to some meta- 
bolic adaptations. However, it can be sub- 
optimal in quantity and in certain nutrients 
(for example, lower values of fat (calories), 
water-soluble vitamins, vitamin A, and 
somewhat lower calcium and protein) com- 
pared to well-nourished women. The 
demands of lactation lead to a cumulative 
nutritional detriment (‘‘maternal depletion’) 
if the mother’s diet remains poor. 


@ Limited studies with supplementary feeding 
of poorly nourished lactating wom2n have 
suggested improvement in volume of out- 
put and in nutritional quality of breast 
milk to be feasible. 
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In Late Lactation, Breast Milk is a Valuable Supplementary Source of “Complete” Protein, Fat, Calcium and Vitamins. 


@ The adequacy of breast milk as the sole 
food for the baby is related to: 


— the mother’s diet in pregnancy; 

— maternal calorie reserves in the form of 
subcutaneous fat; 

— stores laid down by the foetus, mainly 
in the liver; 

— and birth weight. 


e@ Breast milk produced in so-called “‘late 
lactation” (for example, 7 months to 2 
years or more) is insufficient by itself for 


the rising nutrient needs (and declining. 


stores) of the rapidly growing infant. In 
this late period, breast milk is an exceedingly 
valuable supplementary source of “com- 
plete” protein, and of fat, calcium and 
vitamins. 


Practical Approaches to Inadequate 


Lactation 


If growth, as evidenced by the weight curve, 
becomes inadequate in solely breast-fed babies 
at 4 months or earlier, it is necessary to consider 
why this “failure to thrive’ has occurred. 
Maternal nutrition is often considered as though 
it was occurring in isolation, with the mother 
as a temperamentless, disease-free ‘breast 
machine”. 


In practice, the 2 main forms of interference 
with lactation performance appear to be through 
the maternal reflexes and through the mother’s 
nutrition. Influencing both of these are factors 
which include the diet of the mother, maternal 
infections and environmental psycho-social 
stress. The relative significance of all factors 
requires consideration in the handling of any 
particular situation, both with regard to treat- 
ment and prevention. 


1. Interference with Reflexes 


There are 2 main maternal reflexes 
responsible for the production and ejection 
of milk: the prolactin and the let-down 
reflexes. The feeding pattern practised by 
the mother, often influenced by local 
customs and norms, must be identified for 
possible influences on these reflexes. Various 
customs may be found in a traditional 
culture or in maternity wards (see Table 1) 
which reduce sucking stimulus and, hence, 
diminish the prolactin secretion, such as the 
separation of mother and baby in the 


TABLE 1 


PRACTICES IN THE MAJORITY OF 
MATERNITY WARDS WHICH 
INTERFERE WITH THE REFLEXES 
OF LACTATION 


Practice Effect 


Delaying first breast feed 
Sedated newborn (excess maternal 
anaesthesia) 


Supplying prelacteal and Limitation of 


complementary feeds sucking and 
Regular, limited feeds (4 hours) prolactin 
with no night feeds secretion. 
Separation of mother and infant 

(‘nurseries ’’) 

Automatic free supply of formulae 

and infant-food industry literature 

Uninformed, confused mother 

Tired mother (no food or drink) 

Routine episiotomy (pain) Anxiety and 
Weighing before and after test feeds interference 
Restricting visitors with let-down 
Unsympathetic health staff reflex. 


Automatic free supply of formulae 
and infant-food industry literature 


maternity unit, or the taboo on_ breast 
feeding in public. Other influences create 
uncertainty and anxiety and thus inhibit the 
let-down reflex. Conversely, minor changes 
in the approach to breast feeding can be 
introduced, often without cost, which make 
the initiation of lactation easier (see Table 2). 


Disturbed reflex behaviour may well be 
more important in the causation of lacta- 
tion failure than maternal subnutrition, unless 
severe. In devising an appropriate programme 
to improve breast feeding, both aspects 
need consideration. 


2. Inadequate Maternal Nutrition 


If a child fails to thrive and the cause seems 
to be directly related to poor maternal 
nutrition, 3 approaches need to be 
considered: 


a. Supplementation with Prepared Formula 
Based on Cow’s Milk 


A “logical’’ possible solution may seem 
to be the introduction of bottle feeds 


using prepared formulae based on cow's. 


milk. This can be initiated as soon as 
failure to gain weight has _ been 
recognized or when it would normally 
be expected. 


Health Service 


TABLE 2 


POSSIBLE MODIFICATIONS IN HEALTH SERVICES 
DESIGNED TO PROMOTE BREAST FEEDING IN A COMMUNITY 


Modifications 


Prenatal Care 


Information on breast feeding, preferably from breast-feeding mothers. Breast preparation. 
Maternal diet. Emotional preparation for labour. 


Puerperal Care 


Premature Unit 


Childrens’ Wards 
Home Visiting 


Health Centre 


General 


Avoid maternal fatigue/anxiety/pain (e. g., allow mothers to eat in early labour, avoid unnecessary 
episiotomy, allow relatives and visitors, ensure privacy and relaxed atmosphere, organize day 
with breast feeding in mind). 


Stimulate lactation (e. g., give no prelacteal feeds, schedule first breast feeding as soon as 
possible, avoid unnecessary maternal anaesthesia, allow permissive schedule and rooming-in). 
Provide lactation ‘‘consultants” (advisers), preferably women who have breast fed. Allow for 
adequate “‘lying-in period”. In hot weather, give extra water to baby by dropper or spoon. 


Use expressed breast milk, preferably fresh. Promote contact between mother and baby with 
earliest possible return to direct breast feeding. 


Provide accommodation in hospital or nearby for mothers of breast-fed babies. 
Encourage, motivate and support breast feeding. 


Allow supplementary food distribution (e. g., formulae and weaning foods) only according 
to defined, locally relevant policy. 


Ensure supportive atmosphere from all staff. Avoid promotion of unwanted commercial infant 
foods (e. g., samples, posters, calendars, brochures, etc.). Adopt minimal bottle-feeding policy 
and practical health education concerning “biological breast feeding”. 


In the circumstances of most resource- 
poor, less developed countries, this 
approach has special risks. It interferes 
with the child-spacing effect of lactation 
amenorrhea. It decreases the secretion 
of breast milk as it interferes with suckling 
stimulation and, hence, the secretion of 
milk hormones (pituitary prolactin). 
Moreover, it introduces the danger of 
diarrhoea at an early and vulnerable age. 
Lastly, if viewed on a community basis, 
it has consequences of considerable 
dimensions in the area of economics, 
food utilization and national self-reliance. 


The risks and hazards just enumerated 
are well known. The liability of bottle 
feeding for producing devastating gastro- 
enteritis in infants and young children 
is a serious one. All too often, the 
preparation and administration of bottle 
feeds is carried out in an unhygienic 
fashion and contamination grows from 
bottle to bottle. The effects of these 
bouts of diarrhoea and vomiting are 
compounded by the often over-diluted 
formula, which is nutritionally inadequate. 
This is frequently the case due to poor 
understanding of the ‘formula for pre- 
paration”’. 


Commercial preparations of milk formulae 
are economically beyond the reach of 
the majority of the population in develop- 
ing countries, and this often means a 
termination of milk feeding or a “stretch- 
ing’’ of each tin to the baby’s nutritional 
detriment. 


If supplementation of the baby’s diet 
with a prepared formula is thought appro- 
priate, low-cost generic brands should 
be used in preference to the highly 
advertised product whose price is, 
inevitably, infiated by marketing and 
advertising costs. 


If formula is given to the child, it is 
preferable to use a plastic or metal 
feeding cup and spoon rather than the 
difficult-to-clean feeding bottle. This 
avoidance of a bottle with a nipple has 
less effect in satisfying the infant’s need 
for sucking, the prolactin reflex and 
lactation performance, as well as avoiding 
the bulk of the contamination problem. 


. Early Introduction of Semi-solids 


For the majority of the world’s population, 
the risks of diarrhoea are also present 
when weaning foods are introduced too 
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UN 
Hand-feeding, Nigeria. Family Dinner, Panama. 


Since Prehistoric Times, the Preparation of Weaning 
Foods has been the Responsibility of the Mother. Since 
the Weaning Period is often a Time of Particular Danger 
for the Child, Consideration needs to be given to the 
Time and Method of Weaning and Choice of Weaning 
Foods Appropriate to a Particular Culture and Conditions. 
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Mothers Giving Supplementary and/or Weaning Foods. 
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early. Poor families in rural areas find it 
difficult to prepare digestible, well- 
tolerated and _ nutritionally adequate 
supplementary goods for an infant in 
the first 6 months of life. For infants 
showing the failure to thrive before 
this milestone, careful preparation of 
mixtures of locally available foods and 
introduction by cup and spoon is the 
preferable approach. The semi-solids are 
ideally made of a mixture of locally 
available cereal grains and legumes. Con- 
sideration can be given to adding milk 
powder to this ‘multimix” for more 
complete supplementation. 


c. Supplementation of Maternal Diet 


Current knowledge suggests that an 
economical, safe, physiological and 
practicable method of approaching the 
problem of inadequate lactation is by 
laying maximum emphasis on feeding 
the mother during both pregnancy and 
lactation. Just as an optimal diet in 
pregnancy leads to a healthy and vigorous 
newborn, an appropriate maternal diet 
based on locally available foods should 
be the emphasis during lactation. Recent 
studies have shown that the main addi- 
tional nutrients needed during lactation are 
less than previously thought, and that 
they can usually be obtained from econo- 
mical local foods. When evidence of 
inadequate lactation is discovered, there 
is evidence to show that the mother’s 
production of milk is substantially 
improved by improving her diet. 


It is clear that research is urgently needed 
into the safest form of artificial feeding 
for developing countries. This should 
include attention to the type of formula 
which is offered, its distribution and 
cost, and methods by which the child 
is fed. Further research is also needed 
into the scientific, technological, culinary 
and cultural problems of preparing semi- 
solid food mixtures for babies under 6 
months of age. 


Ill. CURRENT VIEWS ON WEANING 
MIXTURES | 


Definition 


In the present statement, the term “weaning 
foods” is used to refer to products given to 


infants when the breast milk is no longer 
sufficient nutritionally. These have also been 
termed ‘‘transitional foods”, as they bridge 
between the time when babies receive their 
nutritional requirements from breast milk (or 
substitutes) and foetal stores, and when the 
young child is eating the full range of the 
adult diet. 


In all circumstances, the introduction of 
weaning foods is envisaged as a_ gradual 
process, both as regards amount offered and 
range of foods. It is also assumed that milk 
will be continued together with the weaning 
foods, but will gradually become less important 
as the child moves towards a full diet. 


Characteristics 


In the selection of weaning foods, various 
characteristics need to be borne in mind. 
These include nutritional composition, local 
availability of ingredients, cost of ingredients, 
bacteriological and toxological safety, phys- 
iological acceptability, culinary feasibility and 
acceptability (including visual appearance) by 
mother and family. 


Time for Introduction 


Recommendations on the most appropriate 
time for the introduction of weaning foods 
vary in different cultures and also within the 
medical profession. There is also a ‘“mode” 
that changes with time in any given culture. 
Recently, the trend has been to introduce 
weaning foods from the early months of life 
and some mothers begin in the first few 
weeks. This very early introduction seems 
based on various pressures. Competitiveness 
among mothers and the promotional strategies 
of infant-food companies have certainly con- 
tributed to this. The optimal age for introducing 
weaning foods is related to the infant’s phys- 
iological needs and maturity and the potential 
hazards of introducing these foods too early 
or too late. 


1. Physiological Needs and Maturity 


Recent information suggests that, in the 
absence of maternal or child undernutri- 
tion, other foods are necessary beginning 
at 6 months of age. Other physiological 
evidence supports this. This coincides 
roughly with the eruption of the deciduous 


1 


dentition (‘‘milk teeth’), the increase in 
manual dexterity, the rise in intestinal amy- 
lase secretion and the waning of the 
“extrusion reflex’ (whereby non-liquids are 
pushed out of the mouth by the tongue). 


. Potential Hazards 


Risks are present if weaning foods are 
introduced too early or too late. It is now 
being recognized that the development of 
various forms of food allergy in infants 
and young children (including allergies to 
the proteins of cows milk and gluten) 
can play a role as one factor in the develop- 
ment of infantile obesity and hypernatremia. 
This is most often seen in well-to-do 
communities. In the homes of the poor, 
inadequate hygiene, and _ illiteracy pose 
somewhat different hazards to the over- 
early introduction of weaning foods. Most 
important is the danger of enteric infection 
and “weanling diarrhoea’. Avoiding this 


risk until the child has reached the middle 
of his first year is associated with a lower 
incidence of diarrhoea and a 
mortality. 


reduced 


WHO photo by E. Schwab 


Determination to Over-feed. 
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Conversely, delayed introduction of weaning 
foods in well-to-do communities is most 
likely to lead to iron deficiency anaemia, 
as in such circumstances, the diet is often 
mainly made up of cow’s milk. In some 
developing countries, such as India, weaning 
foods may be delayed until the second 
year of life. Under these conditions, a 
diet of breast milk alone is_ insufficient 
and “late marasmus” occurs. 


In general, we recommend the introduction of 
weaning foods between the ages of 4 to 6 
months. This fits in with current knowledge 
of physiological needs and the attendant 
hazards of supplementary foods. Circumstances 
in certain communities or specific families 
need to be taken into account. Of special 
interest is the effect of oral contraceptives in 
diminishing the adequacy of lactation. 


Weaning Food Preparations 


Since prehistoric times, the preparation of 
weaning foods has been the responsibility of 
the mother. She has’ used softer items of the 
general diet or has practised pre-chewing. 
Currently, weaning foods are prepared by 
large commercial enterprises, by smaller region- 
al or village-based industry or within individual 
homes. 


1. Industrialized Countries 


A mother in an industrialized country has 
the option of purchasing commercially pre- 
pared baby foods or preparing them herself 
at home. Commercially processed weaning 
foods are marketed in a _ ready-to-serve, 
convenient and attractive form. In some 
cases, they have been found to contain 
undesirable levels of sugar, salt and mono- 
sodium glutamate, while in other cases, 
they may not be designed to meet the 
needs of the child with a nutritional deficit. 
These products are relatively expensive with 
a high cost-to-nutrition value ratio. 


Home-prepared weaning foods have, in 
some countries, been given increased em- 
phasis as a part of the recent trend towards 
naturalism in the diet and other aspects of 
life, and the avoidance of overrefined pro- 
cessed foods. In modern kitchens, there is 
no difficulty in preparing such foods, and 
recipe books are widely available. Such 
weaning foods can be specifically prepared 
for the baby and stored in divided trays in 
the freezer of a household refrigerator. They 
can also be made from foods used in 
meals by the rest of the family (“table 
foods’), appropriately mixed and mashed. 
There are very real advantages here. They 
are cheaper than commercially processed 
foods and the ingredients used are under 
the mother’s control. On the other hand, 
the preparation can be relatively time- 
consuming for the mother and she may 


not have enough knowledge to prepare 
nutritious mixtures. 


In industrialized countries, there is plainly 
a role for both forms of weaning foods. 
Some families can conveniently mix the 
use of both types. With commercially pro- 
cessed weaning foods, it is important that 
they should: 


@ be adequately labelled as regards nutri- 
tional composition, 


@ contain no nutritionally or toxologically 
potentially harmful substances, 


@ not be promoted for use in the early 
weeks of life, and 


@ be manufactured with a view to the best 
cost/nutrient ratio, compatible with 
adequate profit. 


With worldwide inflation and the rising 
cost of food, nutrition education needs to 


be made available for mothers. This can 
be the task of all interested agencies as 
well as governments. In particular, informa- 
tion on the preparation of weaning foods 
in the home should be made more widely 
available so that this choice is open to all 
concerned mothers. 


Developing Countries 


The pattern in most developing countries is 
to provide a weaning diet of pastes or 
gruels of the local staple, or a relatively 
unmodified portion of the adult meal. This 
usually carries the risk of being nutritionally 
inadequate. The problem is often com- 
pounded by a waning immunity to infection, 
an unsanitary environment and water supply, 
and the likelihood of contamination of 
food. A number of countries have attempted 
to deal with this problem and to meet the 
need for adequate weaning food. 


Pastes and Gruels made from the Local Staple are 
Common Weaning Diets in most Developing Countries. 


FAO photo by C. Baragnoli 


UNHCR photo by M. Benamar 
Preparation of Manioc in Angola. Preparation of Cassava in Western Nigeria. 
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a. /ndustrial Technology 


Industrial technology provides one range 
of weaning food items. These are basi- 
cally the same type as are available 
in industrialized countries and often are 
simply imported. For the well-to-do minor- 
ities in such countries, these may be 
perfectly appropriate. For the majority, 
however, their low purchasing power 
makes it likely that only small amounts 
of such items can be purchased. The 
least costly items also tend to be the 
least nutritious, (for example, apple 
purée). The status that their use brings 
is also attractive, particularly when 
advertising appeals directly to this factor. 
The net result is a nutritionally inadequate 
attempt to meet the needs of the weaning 
period. In some countries, processed 
foods which are presented as baby foods 
may be nothing more than flour or 
starch. These depend for their success 
on their low cost and their “baby food” 
consistency, but are obviously most in- 
adequate. 


What are here termed “low-cost 
processed weaning foods” have been 
prepared on a relatively large scale in 
some industrialized and in some developing 
countries. Usually, they have been 
designed to assist in supplying protein, 
calories and other nutrients during the 
weaning period. Most have been mixtures 
based on the nutritionally complementary 
nature of different foods particularly cereal 
grains and legumes. Some have been 
prepared commercially, while others have 
been subsidized by governments. or food- 
producing industrialized countries, 
notably the USA. This last category 
includes “CSM” (corn-soya-milk) and 
“\WSB” (wheat-soya blend). Such spe- 
cifically prepared weaning foods are 
designed to be cheap, easy to manu- 
facture, transport, store and prepare, to 
supply a large part of the child’s nutri- 
tional needs, to be acceptable in local 
cultures, and to have minimal disruptive 
influence on local _infant-feeding 
practices. 


There are special advantages in having 
the production of such foods based in 
the country or area concerned. Such an 
industry may stimulate local agriculture. 
It may also ensure that the mixture 


blends better with customary dietary 
patterns and thus fits in with nutrition 
education geared to locally available 
foods. The disadvantages of local pro- 
duction may lie in the absence of suffi- 
cient capital, technology or a reliable 
local supply of suitable ingredients. 


Large-scale attempts to produce spe- 
cifically prepared weaning foods in the 
past 20 years have met with only limited 
success, for a number of reasons. These 
include the difficulty of ensuring a pro- 
fitable market and of being sufficiently 
cheap to compete with the local staple. 
An overriding reason is simply that most 
of the people in developing countries 
live outside a cash economy in rural 
areas. 


Nevertheless, despite present disenchant- 
ment, there seems little doubt that low- . 
cost processed weaning foods are needed 
by many groups. These include the urban 
poor, populations in rural areas with 
severe food shortages, health and other 
services such as nutritional rehabilita- 
tion centres and day care centres, and 
those in need of emergency feeding. It 
will be necessary, however, to channel 
such foods through government social 
and health services, as well as non- 
governmental agencies, to ensure guar- 
anteed outlets for sufficient quantities. 
The form of processed weaning foods 
must be very carefully based on an 
intimate knowledge of local customary 
practices. The choice of ingredients 
should harmonize with nutrition educa- 
tion given to mothers so that they may 
employ locally available foods in the 
preparation of similar mixtures at home. 


. Intermediate or Appropriate Technology 


In recent years, a variety of production 
methods using intermediate or appropriate 
technology to produce and package low- 
cost weaning food mixtures from indige- 
nous ingredients have been developed. 
An example is the “Hyderabad Mix’, 
produced at a regional centre in India. 
At village level, local shop keepers have 
also prepared uncomplicated mixtures 
of cereal grains and legumes, using a 
simple, locally available grinder. Although 
not widely tried, this approach has been 
proven effective in some circumstances. 


c. Home-made Weaning Foods 


A third range of weaning foods are 
home-made ones, based on the local 
staple. This is usually a cereal grain or 
“TPB” (tuber-plantain-breadfruit). Such 
foods may often be based on the principle 
of multimixes, that is, the complementary 
use of cereal grain and legume, preferably 
combined with small amount of animal 
products. Multimixes may also include 
dark green leafy vegetables and an 
additional source of compact calories 
(e. g., oil). TPB-based home-made 
weaning foods are less. nutritionally 
valuable than cereal grains, and the 
basic “double-mix’ should be with an 
animal product. 


Home-made weaning foods can either 
be made from the foods cooked and 
prepared for adults, using appropriate 
portions, or can be specially prepared 
for young children. While the latter 
method may be more desirable, limita- 
tion of fuel, utensils and the mother’s 
time may make it very difficult to practise. 
In such cases, the supply of such items 
as a small cheap saucepan and a low- 


cost apparatus for mashing or sieving 


foods may be the most helpful form of 
domestic intermediate technology. 


Research into the nutritional composition 
of home-prepared weaning foods, opti- 
mal blends, cost of preparation and 
culinary intermediate technology is 
urgently needed. Detailed studies on 
traditional practices are also required 
since attempts to introduce ingredients 
and methods of preparation and feeding 
which are foreign to local practices have 
usually failed. 


Policy Considerations 


It is clear from the foregoing that home- 
prepared weaning food mixtures deserve to be 
recognized as the most economic and scien- 
tifically valuable in both developing and indus- 
trialized countries. 


Moreover, national policy in developing 
countries on the local production and the 
importation of processed infant foods needs 
careful consideration. In this regard, the follow- 
ing 4 principles appear relevant: 


@ Processed infant foods should be geared 
to the needs of young children and mothers 
most at nutritional risk, in particular local 
situations. 


@ The promotion of specially prepared infant 
foods should be a function of their economic 
feasibility in relation to the family, com- 
munity and national budgets. If economically 
inappropriate, they should not be promoted. 


@ Similarly, specially prepared infant foods 
should not be advertised or promoted if 
and when they are culturally and socially 
inappropriate for the particular community. 


e And, finally, specifically prepared infant 
weaning foods should not be promoted if 
this will destroy an existing satisfactory 
pattern of infant feeding, particularly breast 
feeding, which cannot be replaced by the 
proposed substitute. 


WHO has recently published a Report of an 
Expert Committee on the Selection of Essential 
Drugs. This Report provides guidelines for 
developing countries to assist them in drawing 
up their own list of essential drugs. Developing 
country governments could benefit from similar 
guidelines for legislation governing the selec- 
tion of locally produced or imported infant 
foods. To provide such guidelines is an entirely 
feasible and desirable task which we hope 
will soon be undertaken. 


Editor's note: For further information on the 
issues discussed in this paper, and references 
which provide guidance on practical ways to 
improve the nutrition of mothers and young 
children, please direct your enquiries to the 
IYC Secretariat (both addresses in the Edito- 
rial section of this issue) and/or to the Inter- 
national Union of Nutritional Sciences at the 
following address: 


Dr Derrick B. Jelliffe 

International Union of Nutritional Sciences 
c/o Division of Population, 

Family & International Health 
UNIVERSITY OF CALIFORNIA, 

LOS ANGELES 

Los Angeles, California 90024 

USA 


CMC NEWS 


The following statement, expressing its view of its responsibilities and thoughts vis-a-vis 
of the International Year of the Child, was issued at the World Council of Churches’ 


Central Committee meeting held in Jamaica from 1-11 January 1979: 


INTERNATIONAL YEAR OF THE CHILD AND 
THE WORLD COUNCIL OF CHURCHES 


“1. The Central Committee of the WCC is 
conscious of the fact that its deliberations 
at Kingston, Jamaica coincide with the 
beginning of the United Nations Inter- 
national Year of the Child. 


2. After having already emphasised the WCC’s 
continued concern both for the ministry 
with, and advocacy for, children as set 
forth in the document “7he World 
Council of Churches and the International 
Year of the Child” (endorsed by the 
Executive Committee, Zurich, 1978), the 
Central Committee affirms at this moment 
its commitment to the children of this 
world, to their gifts and hopes, their 
needs and rights. 


3. It calls upon its member churches to 
manifest their convictions that Jesus Christ 
is the closest ally of the children for 
whom he has promised the kingdom of 
God (Cf. Mark 10:13ff). 


4. In affirming the full and equal membership 
of children in the Christian community, 
the churches are called “to provide the 
possibilities for children to live in trust, 
in a communion of open command fulfilling 
relationships, and in trustworthiness, in a 
creative use and development of their 
potentialities for the good of all. Like 
their Lord, they must be enabled to grow 
and become strong in wisdom and in 
grace, self-giving love’. (The General 
Secretary in his Christmas message 1978) 


In CONTACT 49, we published a summary of 
the United Nations’ Declaration of the 
Rights of the Child. In this Year of the 
Child, programmes and efforts all over the 
world at international, national, regional and 
local levels, are being directed to improving 
the quality of children’s lives. The value of the 
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5. The Gospel informs our belief that children 
are the most hopeful signs and paradigms 
of God's unconditional love and promise 
for all of us. ‘Let the children come to me 
and do not hinder them; for to such 
belongs the kingdom of heaven’. (Mt. 
19:14) We dare not fail in accepting and 
supporting ‘the little ones’ to whom our 
Lord has given such honour and grace. 


6. The urgency of this task is paramount in 
view of the fact that the story of the 
children’s woes and sufferings in today’s 
world is endless. They are the first to 
suffer wherever the dignity of human 
beings is violated, be it by war, racial 
discrimination, by forced migration or the 
breakdown of family and community life, 
the impact of which is experienced in 
varying degrees in all continents. A 
staggering proportion of the child popula- 
tion in the developing countries suffers 
from malnutrition and starvation, lack of 
health care and educational facilities. In 
the more affluent countries children suffer 
in other ways, in part because of the 
impact of excessive materialism. 


7. We owe to our children a world which 
sustains a truly human life. It is now that 
all churches joining together in ecumenical 
fellowship are called to help that the 
children may grow in loving and caring 
relationships towards a future that holds 
promise and dignity.” 


Declaration as a source of inspiration and 
guidance to those involved in such efforts — 
among whom many of our readers are doubtless 
to be numbered — is clear. It is for this reason 
that we felt it worthwhile to publish the 
Declaration here in full. 
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Year of the Child 


DECLARATION OF THE RIGHTS OF THE CHILD 


Passed by the General Assembly of the United Nations in 1959 


PREAMBLE 


Whereas the peoples of the United Nations have, 
in the Charter, reaffirmed their faith in funda- 
mental human rights, and in the dignity and worth 
of the human person, and have determined to pro- 
mote social progress and better standards of life 
in larger freedom, 


Whereas the United Nations has, in the Uni- 
versal Declaration of Human Rights, proclaimed 
that everyone is entitled to all the rights and free- 
doms set forth therein, without distinction of any 
kind, such as race, colour, sex, language, religion, 
political or other opinion, national or social origin, 
property, birth or other status, 


Whereas the child, by reason of his physical and 
mental immaturity, needs special safeguards and 
care, including appropriate legal protection, be- 
fore as well as after birth, 


Whereas the need for such special safeguards 
has been stated in the Geneva Declaration of the 
Rights of the Child of 1924, and recognized in the 
Universal Declaration of Human Rights and in 
the statutes of specialized agencies and interna- 
tional organizations concerned with the welfare 
of children, 


Whereas mankind owes to the child the best it, 
has to give, 


Now therefore, 
The General Assembly 


Proclaims this Declaration of the Rights of the 
Child to the end that he may have a happy child- 
hood and enjoy for his own good and for the good 
of society the rights and freedoms herein set forth, 
and calls upon parents, upon men and women as 
individuals and upon voluntary organizations, 
local authorities and national Governments to 
recognize these rights and strive for their observ- 
ance by legislative and other measures progres- 
sively taken in accordance with the following 
principles: 


PRINCIPLE 1 


The child shall enjoy all the rights set forth in 
this Declaration. All children, without any excep- 
tion whatsoever, shall be entitled to these rights, 
without distinction or discrimination on account 
of race, colour, sex, language; religion, political or 


other opinion, national or social origin, property, 
birth or other status, whether of himself or of his 
family. 


PRINCIPLE 2 


The child shall enjoy special protection, and shall 
be given opportunities and facilities, by law and 
by other means, to enable him to develop physi- 
cally, mentally, morally, spiritually and socially in 
a healthy and normal manner and in conditions of 
freedom and dignity. In the enactment of laws for 
this purpose the best interests of the child shall 
be the. paramount consideration. 


PRINCIPLE 3 


The child shall be entitled from his birth to a name 
and a nationality. 


PRINCIPLE 4 


The child shall enjoy the benefits of social se- 
curity. He shall be entitled to grow and develop in 
health; to this end special care and protection shall 
be provided both to him and to his mother, in- 
cluding adequate pre-natal and post-natal care. 
The child shall have the right to adequate nutri- 
tion, housing, recreation and medical services. 


PRINCIPLE 5 


The child who is physically, mentally or socially 
handicapped shall be given the special treatment, 
education and care required by his particular con- 
dition. 


PRINCIPLE 6 


The child, for the full and harmonious develop- 
ment of his personality, needs love and under- 
standing. He shall, wherever possible, grow up in 
the care and under the responsibility of his par- 
ents, and in any case in an atmosphere of affec- 
tion and of moral and material security; a child 
of tender years shall not, save in exceptional cir- 
cumstances, be separated from his mother. Society 
and the public authorities shall have the duty to 
extend particular care to children without a family 
and to those without adequate means of support. 


Payment of State and other assistance towards the 
maintenance of children of large families is de- 
sirable. 


PRINCIPLE 7 


The child is entitled to receive education, which 
shall be free and compulsory, at least in the ele- 
mentary stages. He shall be given an education 
which will promote his general culture, and enable 
him on a basis of equal opportunity to develop his 
abilities, his individual judgement, and his sense 
of moral and social responsibility, and to become 
a useful member of society. 

The best interests of the child shall be the guid- 
ing principle of those responsible for his, educa- 
tion and guidance; that responsibility lies in the 
first place with his parents. 

The child shall have full opportunity for play 
and recreation, which should be directed to the 
same purposes as education; society and the public 
authorities shall endeavour to promote the enjoy- 
ment of this right. 


PRINCIPLE 8 


The child shall in all circumstances be among the 
first to receive protection and relief. 


PRINCIPLE 9 


The child shall be protected against all forms of 
neglect, cruelty and exploitation. He shall not be 
the subject of traffic, in any form. 

The child shall not be admitted to employment 
before an appropriate minimum age; he shall in 
no case be caused or permitted to engage in any 
occupation or employment which would prejudice 
his health or education, or interfere with his phys- 
ical, mental or moral development. 


PRINCIPLE 10 


The child shall be protected from practices which 
may foster racial, religious and any other form 
of discrimination. He shall be brought up in a 
spirit of understanding, tolerance, friendship 
among peoples, peace and universal brotherhood 
and in full consciousness that his energy and tal- 
ents should be devoted to the service of his fellow 
men. 
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INTERNATIONAL YEAR OF THE CHILD AND 
CHILDREN’S SPIRITUAL RIGHTS 


In suggesting for discussion, during this Year 
of the Child, the following five “spiritual 
rights” of the child, the Catholic Child Welfare 
Council of England and Wales have stressed 
that the term “spiritual” is not here glibly 
to be equated with “religious”. 


The proposed rights are: 


“1. A child or young person has a right to 
the best of the spiritual heritage of the 
culture into which he or she is born. 


2. A child or young person has a right to 
express his or her spiritual belief in private 
and/or pupblic without discrimination. 


3. A child or young person always has a 
right to deepen, doubt or alter the spiritual 
commitment into which he or she is being 
nurtured or educated. 


4. A child or young person has a right to 
schooling, family life and other institutional 
support which shall be complementary to 
his or her spiritual development. 


5. A child, especially in his or her early life, 
has the right to such protection from 
Spiritual damage and handicap as _ is 
reasonable and appropriate.” 


(Ecumenical Press Service, e 
February 15, 1979) 


CHANGES IN THE CMC FAMILY 


Early in the New Year, CMC had the privilege 
of welcoming to its Geneva staff a new mem- 
ber, Mr Victor Vaca from Ecuador. Most 
lately Consultant for Rural Mission to the 
Commission on World Mission and Evangelism 
(CWME) of the World Council of Churches, 
Victor brings to CMC the benefit of his 
extremely rich experience in a number of fields 
including sociology, economics, anthropology, 
education/training, mass communications and 
community development. He is also a specialist 
in credit unions and other forms of cooperative. 
As the Director of the Friendship Mission of 
the Disciples of Christ Church in Asuncion, 
Paraguay, from 1970 to 1976, Victor was 
deeply engaged in the practical applications 
of community conscientization, motivation and 
development. It is envisaged that one of 
Victor's major assignments with CMC will 
be an in-depth study of the question of how 
to evaluate and promote the financial self- 
sufficiency of community-based, primary health 
Care programmes, and the ultimate desirability 
of such self-sufficiency. 


While welcoming one member to the staff, 
CMC must bid farewell to another. Sr Dr 
Katherine Jobson, CMC Roman Catholic 
Consultant, leaves CMC at the end of April 
to take up medical service “in the field.’ She 
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goes in answer to a need felt by her order 
(Medical Mission Sisters) for doctors experien- 
ced in working with national counterparts and 
in preparing them for full responsibility. Well 
on the mend after a motor accident which 
occurred during a CMC visit to Kenya, Sister 
Katherine takes with her CMC’s warmest wishes 
for her success and happiness in her new role. 
Our sincere thanks go to her for her work in 
fostering cooperation and communication with 


the Roman Catholic Church and with its € 


health work around the world. 


Commission members will have the opportunity, 
at our next annual meeting in Bad Saarow 
in April 1979, to meet a new Commissioner: 
Dr Una Kroll, who is replacing Dr Charles 
Elliott. Dr Kroll is British. She was educated 
in Britain and served as a missionary in Liberia 
and Namibia. She has been in general practice 
in England since then except for a period of 
training at a_ psychiatric hospital while 
simultaneously training to become a worker- 
deaconess of the Church of England. Dr 
Kroll’s special interests include psychosexual 
counselling, relations between the church's 
healing ministry, medicine and allied disciplines, 
child development, relations between the sexes, 
and inter-disciplinary cooperation and patient 
participation in therapy. 


NEW PUBLICATIONS 


“Manpower and Primary Health Care. 
Guidelines for Improving/Expanding Health 
Service Coverage in Developing Countries”, 
edited by Dr Richard Smith, Professor in the 
International Health Program of the School 
of Public Health, University of Hawaii, Hono- 
lulu, has been written for those who plan 
and implement health programmes _ in 
developing countries. The authors share an 
approach geared to encourage others to find 
and develop country-specific methods to solve 
country-specific problems. The _ theoretical 
model described in the initial chapter is followed 
by a discussion of its practical application in 
a variety of settings. Detailing the key elements 
of a successful programme that trains and 
deploys community health workers, the authors 
highlight the importance of intermediate-level 
personnel who provide a link between central 
resources and communities. 


Enquiries about this book should be directed 
to the publisher: 


The University Press of Hawaii 
Honolulu, Hawaii 96822 
USA 
Price: US$ 10.00 
Bookpost mailing rate is $0.66 per copy. 


“Finding the Causes of Child Malnutrition. 
A Community Handbook for Developing 
Countries”, by Judith E. Brown and Richard 
C. Brown, is intended for community workers 
in developing countries who want to attack 
Protein-Energy Malnutrition (PEM) among 
children. In very simple English, the handbook 
explains how to determine the frequency and 
causes of malnutrition among _ preschool 
children. The handbook’s central feature is a 
question list, designed to identify problems 
causing malnutrition in a given locality. Once 
these are identified, readers are guided in 
choosing a nutrition intervention programme 
appropriate to local conditions. A list of good 
publications in simple English on the theo- 
retical/physiological aspects of PEM, and on 
plans and intervention programmes, is provided. 


Enquiries about this book should be directed 
to the publisher: 


Task Force on World Hunger 
341 Ponce de Leon Avenue, NE 
Atlanta, Georgia 30308 

USA 


Price (including postage): US$ 2.00 per copy. 


CONTACT is the periodical bulletin of the Christian Medical Commission, a sub-unit of the World Council 
of Churches. It is published six times a year and appears in four language versions, English, French, Spanish 
and Portuguese. Present circulation is in excess of 12,000. The papers presented in CONTACT deal with varied 
aspects of the Christian communities’ involvement in health, and seek to report topical, innovative and courageous 
approaches to the promotion of health and integrated development. 


CONTACT is available free of any subscription payment, which is made possible by the contributions of 
interested donors. However, regular readers of CONTACT who are able to make a small donation in support 
of its printing and mailing are encouraged to do so. 


Certain back issues are available on request. A complete list of those back issues is published annually in the 
first issue of the year in each language version. 


Articles may be freely reproduced, providing appropriate acknowledgement is made to: “CONTACT, the 
bi-monthly bulletin of the Christian Medical Commission of the World Council of Churches, Geneva.” 


CMC NOTES 


CHRISTIAN MEDICAL COMMISSION MEETINGS STIMULATE 
STUDY ON HEALTH AND WHOLENESS 


Three major conferences by the Christian 
Medical Commission took place during March 
and April of this year. Two of these were 
regional meetings which were held to explore 
the current understanding of the churches on 
the healing ministry, examined through the 
local perspectives on health and wholeness. 
The third meeting was the regular Commission 
meeting, convened in the German Democratic 
Republic during the first week of April. 


The Caribbean Regional Conference on 
Health, Healing and Wholeness met in 
Port of Spain, Trinidad from 12-16 March 
and drew participants from eight Caribbean 
nations as well as resource people from other 
regions. A dynamic mix of theologians, social 
workers, health care workers and family life 
counsellors gave the opportunity to look at 
the concept of wholeness from a variety of 
perspectives. The Biblical identification of 
healing and saving, of health and salvation, 
has helped congregations to move into new 
styles of family like work and “wholistic health 
care’. The presence of a professional rehabilita- 
tion programme director, himself a person with 
a disabling condition, brought a sharp focus 
on the life of people with disabilities within 
the church and the community. The partici- 
pants resolved to bring these concerns to the 
attention of the region’s congregations and 
churches and to sustain the new associations 
that they had formed during the course of 
the meeting. 


The Central American Conference on 
Health, Healing and Wholeness took place 
in Omoa on the north coast of Honduras, 
from 19-23 March. Some 50 participants came 
from 11 Latin American countries, representing 
a variety of disciplines and origins. A remarkable 
new set of perspectives on wholeness and 
ministry emerged in a lively dialogue among 
church leaders, peasants, health professionals, 
and people engaged in a variety of other 
vocations in church work. Because of the 
extensive involvement of churches in health 
care in the region, a good deal of discussion 
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focused on the role and responsibility of the 
community in looking after its own _ health. 


There was a strong emphasis on issues of 
social justice, viewed as the social dimension 
of love. In addition to the fact that this meeting 
brought a multidisciplinary approach to these 
questions, the churches represented covered 
the full spectrum of confessional bodies at 
work in the region, including Roman Catholic 
as well as_ evangelical and conservative 
Protestant groups. Valuable new linkages were - 
forged in the course of the meeting, and it is 
envisaged that continuing contacts and local 
meetings will sustain this renewed interest 
among the churches to review its healing 
ministry. 


Meeting as a full Commission for the 
first time since April 1977, the Christian 
Medical Commission gathered at Bad — 
Saarow in the German Democratic Republic 
from 1-8 April, hosted by the Innere Mission 
und Hilfswerk of the Evangelical Church. The 
work of the Commission during the past two 
years was reviewed by the 34 commissioners, 
staff and advisors drawn from 22 countries 
around the world. The experiences of the 


preceeding two regional meetings were € 


reviewed in detail and a plan of action for 
the next period was set out. The staff was 
encouraged to plan for continuing the regional 
approach to discussing the issues of healing 
and wholeness, and regional consultations 
will be planned for those geographic areas not 
covered so far. Reports were heard on initia- 
tives in ecumenical cooperation in health and 
development in many countries. Opportunities 
were offered for the participants to visit a 
number of the programmes and _ institutions 
of the diaconal services of the churches in 
the GDR. The vitality of this meeting was 
greatly enhanced by the presence of church 
workers from the GDR as well as from Poland. 


A more detailed report of these meetings will 
be presented in a _ forthcoming issue of 
CONTACT. 


For the wider 


ecumenical picture, 
read One World 


Ten times a year One World brings you the inside story about the 
World Council of Churches and the ecumenical movement. In our 
pages you meet the people who lead the movement; explore the 
issues that make it lively; and share the faith it serves. 


One World provides popular, personal and sometimes critical 
journalism that keeps you up to date with ecumenical action and 
ideas from the Council and its 293 member churches in over a 
hundred different countries. 


And what do we write about? 


@ Third Worlders, First Worlders, Second and Fourth @ Worship 
life and women’s rights @ Bible studies and background to the 
news @ Personal testimonies that make life-and-death differences 
© Corporate Christian witness around the world ® Churches 
coping with capitalism, communism and just plain confusion. 


One World brings you all this and more. 


One World, World Council of Churches, Publications Office, 
P.O. Box 66, 150 route de Ferney, 1211 Geneva 20, 
Switzerland. 


British readers can write to: 

British Council of Churches, 2 Eaton Gate, London SW1W 
OBL, England. 

American readers can write to: 

World Council of Churches, Room 1062, 475 Riverside 
Drive, New York, NY 10027. 


The basic rates a.e as follows: Europe, North America, Japan and South Africa: 


US$ 10.00 a year. ds 
Africa, Asia, Latin America, the Caribbean and the Pacific: US$ 7.00 a year. 


Enclose your payment or, if you prefer, we'll bill you later. 
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